The Urgent Assessment Service (UAS) was set up to provide community based urgent psychiatric assessment to a range of referrers. The work of the service was assessed over a six month period. Results show that it was popular with a broad range of medical and non-medical professionals. Patients generally presented with depression or psychotic illnesses and those referred from non-medical sources were more likely to be suffering from schizophrenia and assessed as being at least as unwell as those referred by GPs and hospital based doctors. Rates of referral to hospital services were low with the vast majority of patients being referred back to their general practitioner after initial assessment and treatment.
An important consequence of the shift in the pattern of services for those with mental illness away from a central hospital base has been the enormous diversification in the number and types of agencies catering for the needs of these patients (Jones, 1979) . Recent Government leg islation has supported these changes by assign ing different responsibilities in the care of patients to medical and non-medical service providers (Department of Health, 1989) . Despite numerous changes in service provision the needs of patients have in many ways remained the same. One such primary need is for urgent assessment at times of crises. Traditionally this service was organised through reception centres associated with in-patient psychiatric units or through the accident and emergency department of general hospitals. However, it can be argued that these environments, because of their base within the hospital setting, are not ideal for assessing the needs of patients whose care is increasingly delivered by community based work ers (Schuster, 1995) .
This article describes a community based service for urgent assessment -the Urgent As sessment Service (UAS) -and examines its per formance over a six month period. The UAS serves the adult (18 to 65) population of north Islington in London, an inner city area with the sixth highest Jarman indices in England and Wales. It is staffed by a full-time Community
Mental Health Nurse and a part-time psychia trist. Referrals could be made during working hours five days a week and patients were assessed, jointly, three mornings a week. The service aimed to provide initial assessments within 72 hours of receiving the referral and patients were seen at the local Community Mental Health Centre or on domiciliary visits. During the planning stages of the service the question of whether referrals should be restricted to those from GPs and hospital based doctors was discussed. It was decided that in order to best meet the needs of all patients referral should be open to the full range of other community based health care professionals and directly to patients and carers through self-referral.
It was hoped that by integrating the process of assessment with those working in the commu nity, the process of referral and subsequent community based treatment would be facilitated, and that as a result some referrals could be redirected from a busy hospital liaison/Accident and Emergency (A&E) service operating in the same area.
The study
This study aimed:
(a) to examine the source of referral to see how such a service would be used by the range of potential referrers (b) to report on the nature and severity of the problems with which people presented, to ensure that those being referred from the range of different sources presented with problems that were both urgent and requiring the involvement of the service (c) to examine the types of treatment used and the outcome of interventions in order to evaluate if it was possible to manage the needs of this group of patients without recourse to hospital services.
A 23-item data sheet was completed which included demographic variables, details about the referrer, mental state and diagnoses of the patient, management and an 11-item scale of level of disturbance based on the fourth draft of the Health of the Nation Outcome Scale (HoNOS) (March 1994) . This scale measures a range of disability and disturbance of mental state such as presence of hallucinations and factors such as problems in the social environment. It has been described as a "psychiatric thermometer" and been recommended as a useful tool for both clinical practice and medical audit (Caiman, 1994) . The data presented are a comprehensive summary of all the cases seen in the first six months of the service. Data analysis was carried out using the Statistical Package for Social Sciences (SPSS).
For the purpose of analysis different referrers were grouped into four main categories of general practitioners, hospital doctors (comprising liaison psychiatrists and general adult psychiatrists), community workers (community mental health nurses, housing support workers, social workers and probation officers) and self-referrals. Differ ences in mean levels of disturbance between groups were analysed using one way ANOVA.
Findings
During this six month period, 147 patients were referred to the service and 105 patients were offered appointments.
Of the 42 patients not offered appointments the two most common reasons were that they lived outside the catchment area of the service, or that the presenting problem was not considered to require urgent assessment and alternative services were suggested. Of the 105 offered appointments the age range was 18 to 63 with a mean of 36 years. Approximately half were female (n=56; 53%) and the majority had had no previous contact with services (n=45: 57%). Thirtysix did not attend for their appointment and 79 were actually assessed (a non-attendance rate of 25%). The following data refer to the 79 patients who were assessed. The two most common sources of referral (Table 1) were local GPs and non-medical community workers. The most commonly stated reason for referral was concern about deteriorating mental state despite current treatment (57%), but risk of selfharm (23%) and concern about harm to others (14%) were also raised. Concern about the delay involved in using other services (2%), prevention of relapse (2%), and the belief that the patient was making inappropriate use of GP services (2%) were rarely stated as reasons for referral. Table 2 shows the ICD-10 (WHO, 1992) diagnoses of those referred. The most common diagnosis was of depressive illness mild/moder ate followed by schizophrenia and bipolar affec tive disorder. Smaller numbers of patients presented with problems related to neurotic illnesses and drug and alcohol misuse.
In addition. Table 2 shows a breakdown of diagnosis in patients referred to the service by GPs and community workers, the two largest sources of referral to the service. Results showed that of 18 patients referred by community work ers the mean total HoNOS score was 10.7 (95% CI 9.72-11.84), of the 37 referred by their GP the mean score was 8.1 (95% CI 7.00-9.28). The seven patients referred by the A&E liaison team had a mean score of 7.0 and of the seven who referred themselves, or those they cared for, directly to the service the mean score was 5.2 (95% CI 3.24-7.33) (F=9.46, P=0.003). Patients referred by community workers were more likely to have a diagnosis of a schizophrenia than those referred by their GP (x2=ll.l, P<0.01). Analysis of level of disturbance indicated that this group was at least as disturbed as those referred by their GP (mean HoNOS score of those with schizophrenia and referred by GP=11.2 (95% C.I. 4.5-17.9), and score of those referred by community worker=l 1.5 (95% C.I. 10.2-12.8)). In terms of intervention, 75% were offered follow-up from the service with a mean of three appointments. Table 3 indicates the other treat ment interventions, both psychological and phy sical.
With regard to disposal, 75% (n=59) were referred back to the care of their GP with 16% (n=13) being referred to psychiatric out-patient clinics and one patient to the local day hospital (1%). The number of patients admitted to inpatient services was two (3%). In the remaining 5% of cases, patients were still being provided a service prior to final disposal.
Comment
During the first six months of the operation of this new service, it became clear that it was successful in attracting referrals from a broad range of agencies. Although GPs were the main source of referral, a wide range of community based workers were also frequent users of the service. Given the important role of GPs in 'filtering' referrals to secondary services, it has been argued that patients requiring urgent assessment should first be assessed at the primary health care level (Whittaker & Appleby, 1995) . The finding that patients or their relatives who referred themselves directly to the service had the lowest levels of disturbance would support this view.
The finding that patients referred by commu nity workers were more disturbed than those referred by their GP is of interest. While the higher rates of schizophrenia in those referred by community based workers reflects the case load of CMHNs and housing support workers, levels of disturbance among these patients were just as high as in patients with schizophrenia referred by their GP. This finding supports the comments of Marriott et al (1993) that other professionals with non-medical training may also be able to serve as efficient 'gate-keepers' to secondary services.
The results of this study show that the majority of patients seen had problems requiring urgent assessment of their mental health. Almost half those referred had a diagnosis of a psychotic illness (23% with bipolar affective disorder and 21% with schizophrenia). A further 28% were referred with depression of mild/moderate sever ity and those with adjustment disorder made up only 10% of those seen. We consider it important to provide a range of facilities to GPs and that supporting them in the management of patients with non-psychotic depression is an appropriate role of this service.
The rate of hospital admission at 3% is low when compared to other services providing urgent assessments of mental health (Whittaker & Appleby, 1995) . An important factor in explain ing this was the continued work of the local A&E service. The UAS is not seen as a substitute for the A&E service whose role includes facilitating admission to hospital for those in crisis. Simi larly, patients referring themselves with minor problems are usually advised to see their GP and GP referrals of patients with non-urgent problems can often be directed towards the out-patient services.
The scope of this study has been limited both in time and depth. Results may prove to be atypical when compared with longer periods. To gain a more complete understanding of the impact of this service on other services, longitudinal data on patients seen in A&E and out-patients are required.
However, data collected so far suggest that the Urgent Assessment Service can usefully fill a gap between out-patient and emergency services. In addition it can offer the possibility of facilitating the process of urgent mental health assessment to a range of referrers and of integrating sub sequent treatment in the community. This book is a substantial update and enlargement of the first edition, which received exceptionally good reviews when first published in 1979. It provides a survey of the topics which have been included under the name of hysteria and which are still of importance under the terms conversion and dissociation. Current concepts of repression, including the common modern problems of "multiple personality disorder" and "recovered memory" are discussed in detail. The whole range of hysterical phenomena is covered, from classical paralyses and blindness to questions about hysterical personality and epidemic hysteria. Â£30.00,486pp., Hardback, 1995, ISBN 0 902241 88 5 
